At the age of 15 years, his height had achieved his midparental height centile, and he was in early puberty. He was attending a normal school, but had a low-normal IQ of 89 (WISC-R); previous IQ levels were: 103 at 7 years (Stanford-Binet), 103 at 8.3 years (Stanford-Binet) and 80 at 9.3 years (WISC-R). He had ataxia for fine motor skills.
5 previously reported cases24 both sexes have been affected and there is variation in the anatomical thyroid abnormality, the degree of TBG excess, and the presence of TBG excess in family members.
In the present case, normal maternal TBG levels may suggest a new mutation, although X-linked inheritance with variable expression cannot be excluded.
When hypothyroidism occurs with TBG excess, the total T4 level is misleading as a measure of thyroid status, because of the large protein-bound (inactive) fraction. Clinical thyroid status and TSH level, being related to free thyroid hormone levels, are unaffected by changes in protein concentration. An abnormal TBG level should be suspected if TSH and T4 levels are at variance. TSH suppression is probably the most accurate guide to thyroid replacemen;t in this situation.
In euthyroid subjects with isolated TBG excess, 'free' T4 levels have been reported to be above the 'normal' range, possibly because certain assays include some protein bound hormone. It is noteworthy that in this case, and the other such case in which free T4 levels are reported3, doses of thyroxine needed to suppress TSH and make the patient clinically euthyroid are associated with free T4 above the quoted normal range (Table 1) . Thus free T4 levels probably should not be used as a guide to thyroid replacement when TBG is abnormal. The detection ofthe co-existence of TBG excess with hypothyroidism was made more difficult by the discontinuity of care in this case. The periods of undertreatment in this child may partly explain his intellectual delay and clumsiness. Early recognition of this combination of abnormalities is important. Table 1 . These findings indicated that she was unsuitable for a Fontan procedure and unlikely to tolerate the attempt to close the Waterston shunt and leave her right ventricle to perfuse her pulmonary circulation. She was therefore considered for heart-lung transplantation.
References
The donor was a 3%-year-old victim of a road accident. The standard body measurements are shown in Table 2 . Her postoperative course was uneventful and on discharge her immunosuppressive therapy was Imuran 10 mg and cyclosporine 15 mg per kg per day. 
Discussion
The first serious experimental work in combined heart and lung transplantation was performed by the Russian surgeon Demikhovl who operated on dogs. After the advent of cyclosporine, Reitz and associates2 performed the first primary allo-transplant operations with long term survival.
Since then a clinical programme on heart-lung transplantation commenced. The patients had end stage lung disease and did not respond to medical therapy3. Although transplantation in children has legal and logistic problems4, this case demonstrates that children stand to benefit from heart-lung transplantation. With continuing developments in the fields of immunosuppression and donor heart-lung storage, it would appear that the results of transplantation can only improve and the procedure steadily become available to an increasing number of patients5. Inferior vena cava (IVC) thrombosis due to nonmalignant causes is rare; however, when it does occur it is often in young, otherwise healthy, individuals. We report a patient who was initially thought to have a lymphoma until at laparotomy he was found to have IVC thrombosis secondary to an aberrant renal artery. We have not found this previously reported.
Inferior vena cava thrombosis following a cycle ride
Case report A normally very fit 22-year-old rooftiler suddenly felt unwell and 'dizzy' during a 3 h cycle ride. These symptoms persisted for 30 min after stopping and he then gradually developed back pain radiating into both groins. His general practitioner considered a disc lesion, and so advised bed rest. Eight days later he was no better and therefore was referred to hospital. On admission, the only abnormal 'signs were dilatation of the superficial veins over both groins together with oedema of both legs.
Routine haematological and biochemical investigations were unremarkable. Liver function tests, immunoglobulins and autoantibodies were normal. A clotting screen and fibrinogen level (performed a year postoperatively) were normal. Blood and urine cultures were negative. Ham's test, lupus anticoagulant and an homocystinuria screen were all negative. However, bilateral venograms showed extensive thrombosis of veins of both sides of the pelvis. An ultrasound scan suggested a lobulated mass surrounding the inferior vena cava. Chest X-ray and lung isotope scan were normal.
A thorough laparotomy was performed; this showed that the IVC was completely occluded due to thrombus up to the point where an aberrant renal artery crossed from the aorta to the lower pole of the right kidney, grooving the IVC (Figures 1 and 2) . The laparotomy was otherwise normal; in particular no
